BACKGROUND
Until recently, the nursing profession lacked the availability of standardized language s for three primary components of nursing care plan documentation: nursing diagnose s, interventions, and outcomes. Reasons for the development of a standard nursing language include the advancement of nursing knowledge, the development of nursing practice, and the enhancement of nursing practice (Bulechek, 1990) . As nursing administrators have identified a need for consistent documentation (Micek, 1996) , development of standardized language has progressed. Standardized language s have been applied in various practice settings such as long term care (Daly, 1995) , home health care (Harris, 1996; Lee, 2000) , parish nursing (Weis, 2000) , and the development of nursing software (Redes, 1997) .
The use of standardized nursing language is important in the advancement of nursing knowledge through
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Ms. Winters is Assistant Professor, Central Missouri State Un iversity, Warrensburg, Missouri. standardized computer documentation systems and data collection tools. Standardized nursing data collection tools, such as the Patient Core Data Set, have served as a means to create large clinic al database s (Daly, 1997) . These computerized cards contain client identification information, service elements, and health elements, and are updated with each visit to a provider. Within the health elements portion of the record is a subcategory of nursing interventions. These portable client health cards serve as a tool to improve health care communication and a potential database of nursing care. These databases are expected to facilitate scientific nursing research and to provide a foundation to change health care policy.
In addition, standardization of nursing documentation is a method identified to provide uniform nursing data sets to quantify the nature, expense, and effectiveness of nursing care (Johnson, 2000) . During the past 2 decades, significant progres s in the development of professional nurse practice language has occurred with the standardization of nursing diagnose s through North American Nursing Diagnosis Association (NANDA), nursing interventions classification (NIC), and nursing outcomes classification (NOC) (Johnson, 2000) .
NURSING DIAGNOSES
The first national conference on nursing diagnoses was held in 1973 to establish a diagnostic classification system (Carpenito, 2000) . From this conference, NANDA evolved and became instrumental in the development of this classification system. It was sanctioned in 1987 by the American Nurses Association (Carpenito, 2000) . qhe scale for Safety Status ranges from severe to none. Johnson (2000) .
As a tool, these diagnoses can be used in several contexts such as the second step of the nursing process, a diagnostic label, or a descriptive two to three part statement (Carpenito, 2000) . For the purpose of this article, a nursing diagnosis is a list of diagnostic labels used to describe areas of health that nurses could legally diagnose and treat. According to Carpenito, nursing treatment of a diagnosis encompasses not only compromised functioning of clients, but also working to achieve a higher level of functioning. Using this conceptualization, an occupational health nurse can apply nursing diagnosis to the response of the vineyard worker's health to real and potential problems and solutions.
NURSING OUTCOMES
According to Johnson (2000) , label indicators and measurement scales are needed to implement outcomes into practice. Outcome labels describe client status at a specified time. This status is variable, and is influenced by nursing interventions. Outcome indicators are "an observable patient state, behavior or self reported perception or evaluation" responsive to nursing interventions (Johnson, 2000) . The NOC measurement scales range from 1 to 5 and their representations vary according to desirability of the indicator (i.e., a 5 on the scale is the most desirable outcome, but a lower number may be an acceptable expectation for some patients). A nurse selects desired outcomes prior to choosing an intervention (McCloskey, 2000) . It is important to note that the assignment of numbers to outcomes and interventions 272 facilitates the use of computers to analyze data (Johnson, 2000; McCloskey, 2000) .
NURSING INTERVENTIONS
Nursing interventions classification began in 1987 at the University of Iowa College of Nursing for several reasons. Standardization of treatments, expansion of nursing knowledge, computerized documentation, cost and resource planning, communication, and articulation of nursing actions are among these reasons (McCloskey, 2000) . Conveniently, NIC can be linked to NANDA diagnosis. The NIC system is applicable in a computerized and manual documentation system. In a 1995 survey, the American Association of Occupational Health Nurses reported that the identification of many core interventions for occupational health nursing supports the use of NIC in this clinical specialty (McCloskey, 1998 ).
The NIC system interventions are classified as either direct or indirect care interventions. The context in which these interventions are used determines whether they are engineering, administrative, or behavioral controls. An increase in the demand for interventions for communities has lead to the inclusion of administrative type interventions such as cost containment (McCloskey, 2000) .
APPLICATION OF STANDARD TAXONOMY
Identification of applicable nursing diagnoses for CTD primary prevention evolves from a focused assessment of the vineyard worker and the work environment. According to Cannon (1990) , a periodic "farm walk through" is a prime opportunity for this assessment. Another method of assessment used to identify risk factors is to review existing epidemiological records of employee injuries or accidents (Randolph, 1993) , paying particular attention to the time of day, environment, and possible contributing circumstances surrounding these events.
Each NANDA diagnosis has a definition and set of defining characteristics that are identified from the assessment, and must be met for that diagnosis to apply. From this process, the following nursing diagnoses are identified as applicable to the vineyard worker: • Health Seeking Behaviors. • Risk for Injury. • Knowledge Deficit.
Health Seeking Behaviors is defined as "the state in which an individual in stable health actively seeks ways to alter personal health habits and/or the environment in order to move toward a higher level of wellness" (Carpenito, 2000) . For this diagnosis to be applied the defining characteristics state that there must be "expressed or observed desire to seek information for health promotion" (Carpenito, 2000) . The occupational health nurse should consider using this diagnosis in situations where the vineyard worker expresses a desire for improved health. For example, this would be appropriate for an agricultural worker who expresses the need for more information about exercises to improve flexibility and strength.
Risk for Injury is defined as "the state in which an individual is at risk for harm because of perceptual or physiologic deficit, a lack of awareness of hazards, or Intervention Classes tion, wherein the second level surveillance needs to be scheduled every I to 5 years depending on risk level. In addition, other interventions such as improved ergonomic tools or rotating work schedules, should be considered.
3 The use of standardized taxonomies in the primary prevention of cumulative trauma disorders demonstrates how these systems are integrated into the documentation of the nursing process in a nursing care plan.
2 The occupational health nurse has a clear role in developing health and safety programs. Standardized language using North American Nursing Diagnosis Association diagnoses, nursing outcomes classification, and nursing intervention classification can be incorporated intothese programs.
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